Aims-The aetiology of lichen sclerosus et atrophicus (LSA) is unknown. A series of 42 cases of this uncommon condition is reported. The aim of this study was to identify associations of LSA and document the association with sexual abuse. Methods-Information about the patients was obtained by retrospective case note review and some patients were contacted by telephone for further information. Results-In 12 cases there was evidence of sexual abuse. The abused group were slightly older than the non-abused group but were similar in all other respects. All three patients who presented over the age of 12 years had evidence of sexual abuse. Genital trauma was recalled by the patient or found at examination in 17 cases. Evidence of autoimmunity was present in five cases. Positive microbiological isolates were obtained in 18 cases. In only 11 cases were there no associated factors. The symptoms of LSA started between the ages of 3 and 7 years in most patients. The usual symptoms were related to genital skin involvement, and symptoms related to bladder and bowel function were common (50%).
Lichen sclerosus et atrophicus (LSA) is a chronic condition of the epithelium and dermis which is characterised by ivory or white shiny macules and papules that form homogeneous hypopigmented areas. The affected skin shows a tendency to fine wrinkling. A characteristic 'figure of eight' pattern is seen when both the vulva and the perianal areas are involved. Involved skin is sharply demarcated from surrounding normal skin. Hymenal tissue is uninvolved and should appear smooth and symmetrical.
The condition may affect all areas of the body, at all ages, and in both sexes. It is most frequently found in the fifth and sixth decades, but also affects prepubertal girls and premenopausal women. An increased risk of malignancy (squamous cell carcinoma) has been found in adult women,' 2 and long term surveillance is suggested.3 Boys as well as men may be affected. In boys LSA may cause phimosis. Adult men are also affected on the penis or elsewhere, and in older men it is the commonest cause of balanitis xerotica obliterans (a possibly premalignant condition). In young girls LSA may be asymptomatic or the lesions may itch, become infected, or cause pain and bleeding. Common presenting symptoms are vulvovaginitis, pruritis, bleeding, blistering, pain on defecation and urinary symptoms.' LSA is managed with good hygiene, bland emollients, and mild corticosteroids. The aim of treatment is generally to control symptoms, and the condition often improves at puberty. The aetiology of LSA is unknown. In some patients there is evidence to implicate genetic, 4 No association 11 Incomplete data 1 Figure 3 Inter-relationship of associatedfactors in 42 patients. Age (years) Figure 4 Age at diagnosis of LSA with and without abuse.
Abused children with LSA presented less often with genitourinary symptoms and also presented later (abused children with vulvovaginitis 50%, others 73%; abused children with bleeding 25%, others 43%.) Some 33% of the abused group presented first with bowel symptoms (pain on defecation and constipation) compared with 23% of the others. Only 8% of abused girls were diagnosed with LSA before 6 years of age, compared with 23% in the non-abused group. About 25% of the abused girls presented with LSA for the first time after the age of 12 years. All the non-abused girls presented before this age (fig 4) . two thirds of their patients presented with soreness,6 a figure similar to our numbers presenting with vulvovaginitis (a syndrome including soreness and discharge). The Leicester group found that urinary symptoms occurred in 66% of their patients and bowel symptoms \in 50%6 as compared with half that incidence of symptoms reported by our patients. Chernosky et al found that pruritis was described in Suspected 49% of cases,'5 whereas we found that only half abuse that number of patients reported this symp-12 tom. The differing presentation of genital symptoms and bowel symptoms in children with LSA and abuse raises the possibility that symptoms, particularly relating to the genital area, may be unreported by children or families 3 involved in sexual abuse, whereas bowel symptoms may be perceived as less threatening and also tend more to mandate clinical attention. N/A Associated factors were commonly found with LSA in our patients. It has been suggested that genetic factors are involved in the aetiology with diffi-of LSA.479 We found two siblings with the late of the condition. Details of the family history of issed and autoimmune disease showed that the affected pecialists family members were generally the patient's al case Ots grandparents reflecting the younger age of the see a sin-patient's parents compared with the usual age alists such of onset of these diseases. This is similar to the )r profes-incidence of autoimmune disease in relatives abuse. We authors have suggested that LSA is secondary to sexual abuse2"28 while others have disputed this.29 In 12 of our patients there was evidence of such abuse. In one of the children who had been abused there was also a history of accidental injury preceding by months the development of the disease. The changes seen in LSA in the abused group may be triggered by intermittent frictional trauma to the genital area. However, we believe that the recurrent presence of foreign substances, like semen, saliva, or lubricants, should be also considered a possible trigger.
There are numerous reports of LSA being mistaken for childhood sexual abuse. 8 16-19 In our study this occurred in three cases. The issue raised by these cases remains, as always, that of the role of physical findings in formulating an opinion about abuse. The sexually abused victim commonly demonstrates no physical signs, and such findings as there are rarely reflect the degree of trauma that children report. Most detected physical abnormalities at the genital area are neither amenable to dating nor to understanding of chronicity. A single event of digital penetration in a small child could be reflected in gross abnormality years later; frequent, painful friction between the labia may result in minimal, if any, physical abnormality. These limitations underpin difficulties practitioners experience when an incidental finding of physical abnormality in an apparently well adjusted symptom free child is made. In practice it is rarely easy to design a meaningful child protection process in these situations. Our clinical experience of over 2500 sexually abused children suggests that it is unusual to see superficial skin tears, bleeding, and bruising of external structures in acute sexual assault with no disclosure or signs of hymenal trauma. This is an unusual constellation of signs for sexual abuse and would mitigate against this diagnosis. The combination of these signs is peculiar to LSA. Evidence of abuse was found in three of the patients referred for symptom assessment or management of LSA. One of these patients was already known to have been abused, giving two 'new' cases of abuse discovered within the whole group of 42 children.
The unexpectedly high numbers of children with LSA existing with sexual abuse would suggest that some attention should be paid to the possibility of coexistence. Our practice in both children with LSA and abused children is to screen for infections, for obvious reasons in the latter and for reasons of prudence in the former because of the potential need for topical steroids.
Children with findings of hymenal trauma are referred for formal multiagency investigation. There remains the question of what should be done when children present with pure findings of LSA. We do not believe that this study's findings mandate a child abuse inquiry in all children with LSA. Our practice is to review all children frequently to monitor symptoms and treatment efficacy. Over this period sensitive and gentle phased exploration of other behavioural symptoms or family factors is usually possible. Where other significant concerns come to light, the matter may be drawn into a wider multidisciplinary forum. When no such concerns arise, LSA remains a 'stand alone' diagnosis.
In conclusion, LSA is commoner in our practice than previously reported. It frequently has associations with trauma and/or autoimmune disease. There is a definite association with sexual abuse with which the condition may be confused. In this series of children with LSA, serious concerns about sexual abuse exist in 15 of 42 children (36%), and a finding of sexual abuse was made in 12 of 42 cases seen (29%). Previously there have only been isolated case reports of this association."" This is the first detailed description of the characteristics of these cases. 
